Based on a family systems/ social-ecological perspective, mothers and fathers of 8-and 9-year-old 
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For decades, pediatric psychologists have studied the functioning of parents in families who have a child with a chronic illness or physical disability (see Hauenstein, 1990; Kazak, Segal-Andrews, & Johnson, 1995; Thompson & Gustafson, 1996 , for recent reviews). A careful reading of this literature reveals contradictory findings (Kazak, Reber, & Snitzer, 1988) ; some studies suggest that parents of children with pediatric conditions have fewer social supports, more stress and symptoms, less parental satisfaction, and more marital stress, while others suggest that they do not exhibit such adaptational difficulties. Because there may be considerable variability in how parents adapt to having an ill child, a related line of research has attempted to identify factors that discriminate between parents who demonstrate various adaptational outcomes (Thompson et al., 1994; Wallander et al., 1989) . The present study continues both of these lines of research by examining: (a) parents of children with spina bifida across several areas of functioning (individual, parental, and marital; Kazak & Marvin, 1984) , and (b) whether the predictors of parental adjustment vary depending on whether or not the family has a child with spina bifida.
Although many recent studies of parents of children with pediatric conditions include carefully chosen control groups, most rely exclusively on selfreport data from one informant (usually the mother) and they typically include relatively few measures of parental functioning (Kazak et al., 1988) . To provide a more comprehensive view of parental functioning, a family systems/social-ecological perspective (Kazak, 1989; Kazak et al., 1995) was adopted. From a family systems perspective, a physical disability (such as spina bifida) is expected to have an impact on all family members as well as the relationships between family members (Kazak, 1989) . Particularly noteworthy, from this perspective, is the paucity of studies on fathers (Cappelli, McGrath, & Daniels, 1994; Hauenstein, 1990; Kazak et al., 1995) . With respect to the social-ecological perspective (Bronfenbrenner, 1979) , the presence of a child with spina bifida is expected to have an impact on family members in the various roles in which they function (e.g., a parent's functioning as an individual, as a parent, as a marital partner). Findings have suggested that a handicapping condition in the child can have a differential impact across these different domains (Kazak & Marvin, 1984) . Thus, we sought to examine the responses of both parents (mothers and fathers) across multiple areas of functioning.
As noted earlier, past research has suggested that there is variability in the adaptation of parents of children with pediatric conditions. Both Wallander et al. (1989) and Thompson and his colleagues (e.g., Thompson & Gustafson, 1996) have developed models which are suggestive of factors that may account for such differences across parents. Past studies involving one such factor, parents' coping, reveal that avoidance-oriented and emotion-focused coping strategies are associated with poor parental adjustment. On the other hand, approach coping, problem-focused coping, and the seeking of social support are associated with better adjustment outcomes (Thompson & Gustafson, 1996) . What is not clear is the degree to which different coping strategies are more or less salient for parents with children who have disabilities versus parents with children who do not have disabilities (e.g., Wittrock, Larson, & Sandgren, 1994 ).
An additional limitation of past research is the tendency of researchers to emphasize the "deficits" of families with chronically ill children. Proponents of the alternative "competency" perspective maintain that such families are "different but not deviant" (Kazak & Marvin, 1984, p. 68) and that they are "essentially 'normal' families coping with a demanding, distressing, and potentially long-term series of stressors" (Kazak et al., 1995, p. 96) . The inclusion of variables such as parental satisfaction, coping, adaptability to change, and a parent's sense of parental competence are in line with this competency perspective.
In the current study, it was predicted that having a child with a physical disability would have an impact on parents across multiple areas of functioning. With respect to parenting, we expected that parents (and particularly mothers) of children with spina bifida would report a greater degree of role restriction, more social isolation, and a tendency to feel less competent as parents than mothers and fathers of able-bodied children. At the individual level, we expected parents in the spina bifida group to report more psychological symptoms. Moreover, given findings that uncontrollable events (e.g., having a child with spina bifida) are more likely to elicit emotion-focused coping (Thompson & Gustafson, 1996) , it was expected that parents in the spina bifida group would be more likely to employ such strategies. Finally, we predicted that there would be no differences between the groups on the marital satisfaction measure (Kazak et al., 1995) . With respect to the coping correlates of adjustment, it was anticipated that avoidance and emotion-focused coping strategies would be associated with poor adjustment for both mothers and fathers in both groups. On the other hand, "adaptability to change" and the tendency to reevaluate negative events in a positive light ("positive reinterpretation and growth") were expected to be more salient for parents in the spina bifida group. In keeping with the family systems/social-ecological perspective, we also sought to determine whether there were group differences at the "couple level." That is, we examined whether there were differences with respect to the level of mother-father agreement across the parenting and marital measures.
METHOD Participants
Participants were 55 families with 8-and 9-year-old preadolescents with spina bifida (28 male, 27 female; M age = 8.38) and a matched control group of 55 families with 8-and 9-year-old able-bodied preadolescents (29 male, 26 female; M age = 8.36) who were part of a larger longitudinal study of the transition to adolescence in families with children who have spina bifida. Complete demographic information for both groups is provided in Table I . Although natural mothers from all families from both groups participated in the study, only 43 fathers or stepfathers participated in each group. The groups were successfully matched on all demographic variables. Information on a number of physical status variables for the spina bifida group were obtained based on maternal report and/or from information gleaned from the child's medical chart (spinal lesion level: 27% sacral, 53% lumbosacral or lumbar, 11% thoracic, 9% missing data; spina bifida type: 86% myelomeningocele, 9% lipomeningocele, 5% missing data; shunt status: 73% shunt, 27% no shunt; ambulation: 22% no assistance, 27% assistance with braces, 51% assistance with braces and crutches, walker, and/or wheelchair). "n = 55 for each sample. All statistical tests are nonsignificant. For the marital status chi-square, marital status was collapsed to intact versus nonintact. Family income is rated on a scale from 1-11 with 1 = <$10,000, 2 = $10,000-19,999 . . . 5 = $40,000-49,999 ... 10 = $90,000-99,999, 11 = >$100,000.
Procedure
Participating families in the spina bifida group were recruited from lists provided by four sources: (a) a children's hospital, (b) a children's hospital that cares exclusively for youngsters with physical disabilities, (c) a university-based medical center, and (d) a statewide spina bifida association. A comparison of participating children with children from families that declined to participate (n = 54) revealed no differences with respect to lesion level, x 2 (2) = 3.17, p > .05, or type of spina bifida (myelomeningocele vs. lipomeningocele), X 2 (l) = 2.89, p > .05. Participating families from the able-bodied control group were recruited (via letters to parents) by contacting schools where the children with spina bifida were enrolled. Assessments of the participating families were conducted by trained graduate and undergraduate research assistants during a 3-hour home visit. Parents and children were asked to complete a set of questionnaires as well as 1 hour of videotaped family interaction tasks, for which they were paid $50. This study involves analyses of the mother and father questionnaire data only.
Measures

Individual-Level Measures
Coping. Parents responded to the COPE measure (Carver, Scheier, & Weintraub, 1989) , a multidimensional, theory-driven, 60-item Likert scale measure of coping that has excellent psychometric properties. Respondents were asked to "indicate what you generally do and feel when you experience stressful events." Dispositional coping styles were assessed instead of situational coping strategies (i.e., coping strategies for specific stressors) because the latter have been found to vary depending on the type of stressor that the respondent chooses (e.g., controllable vs. uncontrollable; Carver et al., 1989) . Moreover, dispositional and situational coping strategies have been found to be significantly associated in past work (Carver et al., 1989) . The scale includes 15 subscales. Three subscales (suppression of competing activities, mental disengagement, and restraint coping) were dropped due to low alphas and 3 other subscales were dropped because they did not load on any second-order factors in past work (humor, religion, alcohol and drug use; Carver et al., 1989) . Of the remaining 9 subscales, 2 were combined with other subscales to form composite subscales due to high intercorrelations ("active coping" and "planning"; "seeking instrumental social support" and "seeking emotional social support"). The final list of 7 subscales were as follows (the mean alpha across parents and groups is provided in parentheses): positive reinterpretation and growth (M a = .75), active coping and planning (.80), seeking social support (.88), acceptance (.61), focus on venting of emotions (.78), behavioral disengagement (.70), and denial (.68). All scales (and all subsequent scales described in this Measures section) were scored in the direction of the name of the scale.
Adaptability to Change. The 42-item parent-report version of the Adaptability to Change Questionnaire (M a = .89) was developed for use in this study and is a revision of an earlier college student version developed by Holmbeck and Wandrei (1993) . Findings with the original version support the construct validity of this measure insofar as the scale was reliably associated with several measures of adjustment (Holmbeck & Wandrei, 1983) . Respondents are asked "how difficult or easy it would be (or has been) for you to manage each of the situations given." Six items were generated to tap an individual's adaptability to change across the following six contexts: finances, home, environment, one's own development, occupation, and the development of one's child. In addition, six items that tapped adaptability to change more generally were also included in the scale.
Psychological Symptoms. Parents completed the Symptom Checklist-90-Revised (SCL-90-R; Derogatis, 1983 ) by responding to each of 90 psychological symptoms on a Likert scale. The Global Severity Index (GSI) was employed which is the average severity response (range = 0-4) across all 90 items (M a = .95).
Parenting Measures
Parenting Satisfaction. Parents completed the 12-item Parenting Satisfaction Scale (M a = .65) which is a revision of a 6-item version developed by Hill, Holmbeck, Marlow, Green, and Lynch (1985;  sample item: "Do you find that being a parent to this child is a satisfying experience?").
Parenting Stress. The following 2 subscales from the Parenting Stress Index (PSI; Abidin, 1990) were employed: restriction of role (7 items; sample item: "I feel trapped by my responsibilities as a parent"; M a = .76) and social isolation (6 items; sample item: "Since having children I have a lot fewer chances to see my friends and to make new friends"; M a = .70). Due to time constraints, the entire PSI scale could not be administered; the validity of single subscales is supported by past studies (Abidin, 1990) .
Perceived Parental Competence. The sense of competence subscale from the PSI was employed as a measure of perceived parental competence (11 items; sample item: "I have had more problems raising children than I expected"; reverse-scored; Ma-.72). The original version of this scale contains 13 items; 2 items that tap educational attainment were not included. Scores were prorated so that mean scores would be comparable to means based on the 13-item version.
Marital Measure
Parents responded to the Dyadic Adjustment Scale (DAS; Spanier, 1989) , a 32-item Likert-scale measure of marital satisfaction (M a = .92). A 30-item version of the measure was employed in this study, owing to the exclusion of 2 sexually oriented items. During pilot testing, some participants reported that these items made them feel uncomfortable; it was decided that these 2 items would be dropped so as not to jeopardize the longitudinal participation of the participants. Scores were prorated so that mean scores would be comparable to means based on the 32-item version.
RESULTS
Group Differences
Group differences (spina bifida vs. control) were assessed with two MANOVAs (with univariate follow-up analyses); one each for the mother-and father-report variables. In each case, there were 14 dependent measures (7 coping scales, 1 adaptability to change score, 1 psychological symptoms score, 4 parenting measures, and 1 marital satisfaction measure). The spina bifida and able-bodied groups differed significantly on the mother-reported variables, F(14, 82) = 2.06, p < .05. Univariate follow-up tests revealed that the groups differed on 6 of the variables assessed. As can be seen in Table II , mothers from the spina bifida group reported lower levels of parenting satisfaction, F(l, 95) = 12.03, p < .001, lower levels of perceived parental competence, F(l, 95) = 6.71, p < .01, and higher levels of social isolation, F(l, 95) = 7.28, p < .01, than mothers from the able-bodied group. Mothers in the spina bifida group also reported employing more denial, F(l, 95) = 8.84, p < .01, less active coping and planning, F(l, 95) = 4.34, p < .05, and less adaptability to change, F(l, 95) = 3.86, p < .05. The MANOVA for the father-reported variables was also significant, F(14, 67) = 2.12, p < .05. Univariate follow-up tests revealed that the groups differed on 4 of the variables assessed. As can be seen in Table II , fathers from the spina bifida group reported higher levels of psychological symptoms, F(l, 80) = 4.69, p < .05, lower levels of parenting satisfaction, F(l, 80) = 9.08, p < .01, and lower levels of role restriction, F(l, 80) = 4.08, p < .05, than fathers from the able-bodied group. In addition, fathers from the spina bifida group reported being more likely to cope by venting emotions, F(l, 80) = 5.19, p < .05. Derogatis (1983) has developed cutoff criteria for "caseness" on the SCI^90-R, which is "the value or score . . . that serves in the selection model to define a positive case" (p. 28). This value is a T score of 63 or above on the GSI, which corresponds to a GSI raw score of .78 for female nonpatients and a score of .58 for male nonpatients. In our study, 19.2% of the mothers and 25.6% of the fathers met the criteria for caseness in the spina bifida sample. In the able-bodied sample, 11.1% of the mothers and 16.3% of the fathers met the criteria for caseness. Chi-square analyses which assessed whether there were group differences for rates of caseness were not significant for mother, x 2 (l) = -84, p > .05, or father report, x 2 0) = 2.69, p > .05. Rates of caseness were also assessed for subscales of the PSI. Caseness for these scales was defined as a score at or above the 70th percentile for the role restriction and social isolation subscales or below the 30th percentile for the sense of competence subscale. For mother report on the role restriction scale, 40% of the mothers in the spina bifida group versus 17% of the mothers in the control group scored above the 70th percentile; this difference was significant, x 2 U) = 7.34, p < .01. Fathers in the spina bifida group were less likely to score above the 70th percentile on the role restriction scale (3% for fathers in the spina bifida group and 26% for fathers in the control group), X 2 U) = 8.67, p < .01. Finally, more mothers in the spina bifida group scored below the 30th percentile on the sense of competence subscale (29% of the spina bifida group vs. 13% of the control group), x 2 0) = 4.06, p < .05.
Associations Between Parental Coping and Parent Adjustment Outcomes
The purpose of these analyses was to determine whether associations between coping and parent adjustment varied across (or were moderated by) group status. To test for the presence of moderated effects, Group x Coping interaction terms were computed and entered as potential predictors of the adjustment outcomes after the main effects for group and the 8 coping variables (i.e., 7 coping variables and 1 adaptability to change variable) were forced to enter (Cohen & Cohen, 1983) . The coping main effects and the interactions were entered in a stepwise fashion because there was no theoretical reason for specifying a specific order of entry. Separate analyses were run for the mother-and father-reported outcome variables. To reduce the number of analyses, the 4 parenting scales were combined (after standardizing the scores for each scale) into a parenting composite ("parenting satisfaction and well-being"). Because of the number of tests conducted, only effects that were significant atp < .01 were reported. Across all analyses, only 1 of the 48 possible interaction terms (8 Group X Coping interactions by 3 Outcomes by 2 Parents) was significant. Thus, the results for the interaction effects are not discussed further. Such a lack of significant interaction effects indicates that associations between coping and parent adjustment did not vary as a function of group status.
For mothers, 2 parental coping variables were significantly associated with psychological symptoms (Table III) : behavioral disengagement (positive), and adaptability to change (negative). Thus, across both samples, mothers who reported lower levels of behavioral disengagement as a coping strategy and higher levels of adaptability to change reported lower levels of psychological symptoms. For fathers, two coping variables were significantly associated with psychological symptoms: behavioral disengagement (positive) and focus on venting of emotions (positive). In addition to a significant group effect (positive; see earlier univariate findings), two coping variables were associated with parenting satisfaction and well-being for mothers (see Table III ): active coping and planning (positive) and focus on venting of emotions (negative). Similarly, 2 coping variables were associated with parenting satisfaction and well-being for fathers: positive reinterpretation and growth (positive) and adaptability to change (positive). For mothers, behavioral disengagement (negative) was associated with marital satisfaction as was seeking social support (positive; see Table III ). For fathers, positive reinterpretation and growth (positive) was associated with marital satisfaction.
Mother and Father Agreement Analyses
To examine whether there were group differences at the couple level, the degree of mother-father agreement on the parenting and marital measures were compared for the spina bifida and control groups. For each sample and for each of the 5 variables in question (i.e., the 4 parenting measures and the marital satisfaction measure), the following four groups were isolated based on samplespecific median splits: (a) mother-low/father-low; (b) mother-low/father-high; (c) mother-high/father-low; and (d) mother-high/father-high. Because of low ns in some cells, Groups 2 and 3 were combined to constitute the "inconsistent/disagreement" group and Groups 1 and 4 were combined to constitute the "consistent/agreement" group. Findings revealed a significant chi-square statistic for the parenting satisfaction variable, with the spina bifida group being much more likely to demonstrate mother-father agreement for this variable (80% agreement in the spina bifida group vs. 56% agreement in the control group), X 2 (l) = 5.52, p< .05.
DISCUSSION
The purpose of this study was to examine parents of children with spina bifida in comparison to a matched sample of parents of able-bodied children across several areas of functioning (i.e., individual, parental, and marital). Moreover, we sought to examine whether the coping predictors of parental adjustment were moderated by group status (spina bifida vs. control). Findings indicated that mothers and fathers in the spina bifida sample tended to report more adaptational difficulties than parents in the able-bodied sample, particularly across the individual and parenting domains. No group differences were found for marital satisfaction. Moreover, relations between coping strategies and adjustment did not differ by group. Rather, such relations were more likely to differ as a function of parent gender.
The most dramatic group difference findings emerged for the parenting variables. Mothers and fathers of children with spina bifida were less satisfied as parents than mothers and fathers of able-bodied children, indicating that the stress of having a child with a disability has an adverse impact on both parents as they function in their parenting role. On the other hand, there were important parent gender differences in the group comparisons. Mothers (and not fathers) in the spina bifida group reported higher levels of social isolation and lower levels of perceived parental competence, with almost one third of the mothers meeting the criteria for "caseness" on the competence measure. It appears that these mothers feel not only less satisfied as parents but also less competent and more socially isolated than their counterparts with able-bodied children.
Although such findings support a "dysfunction" interpretation, most parents (at least 75%, according to the caseness analyses) were not functioning in the dysfunctional or symptomatic range. Also, mothers in the spina bifida group did not differ from their counterparts in the control group on the measure of psychological symptoms (although fathers in the spina bifida group did report higher levels of symptoms). Finally, the analyses of mother-father agreement suggest, at least for the parenting satisfaction variable, that levels of agreement are higher for couples in the spina bifida group and that they are more likely than couples in the control group to agree that they are satisfied (or not satisfied) in the parenting role.
A number of significant group effects also emerged for the "individual" variables. Mothers with children who have spina bifida rely less on active coping strategies and more on denial. It is possible that mothers of children with spina bifida may have started using denial as a coping strategy early in their child's development and that this strategy has gradually become incorporated into their everyday stress management behaviors. Similarly, their tendency to be less reliant on active coping strategies may have developed as a way of managing the stresses associated with an uncontrollable and chronically stressful life event. Mothers of children with spina bifida also reported being less adaptable to change than mothers with able-bodied children. Again, rather than being a maladaptive quality of these mothers, the lack of adaptability may constitute an adaptation to having a child with a physical disability. As suggested by Kazak (1989; Kazak et al., 1988) , lower levels of adaptability to change may be adaptive in these families given the host of medical treatment regimes (e.g., intermittent catheterization) that must be carried out on a strict schedule on a daily basis with these children.
Although a number of group differences were found for variables in the individual and parenting domains, no differences between the groups were found for the marital satisfaction measure. It may be that the presence of a child with a disability does not impact on this particular domain; factors that influence the degree of marital satisfaction may predate the birth of their offspring. Some have even argued that the marital relationship may be strengthened in families with a disabled child (Kazak & Marvin, 1984) . On the other hand, it is also possible that such findings are a function of the measurement strategy employed. Exclusive reliance on global assessments of marital satisfaction may be problematic (Kazak et al., 1995) ; more fine-grained analyses of the marital relationship in these families are needed.
Also examined in this study were associations between coping strategies and adjustment. The most striking aspect of this set of findings was the lack of group differences. For example, behavioral disengagement (i.e., giving up or reducing one's effort at attempting to manage the stressor) was a particularly maladaptive "avoidance" strategy for both mothers and fathers in both groups. Wittrock et al. (1994) came to a similar conclusion when they found that "disengaged coping" was associated with maladjustment in both pediatric and nonpediatric samples. These findings highlight two general points. First, it appears that the salience of certain coping strategies does not vary as a function of the health status of the child; perhaps some coping strategies are universally adaptive (e.g., adaptability to change) whereas others are universally maladaptive (e.g., behavioral disengagement, focus on venting of emotions). Second, these findings highlight the importance of employing a well-matched control group when examining factors that account for variability in adjustment across families.
Although there were some similarities in the findings for fathers and mothers (e.g., the group difference finding for parenting satisfaction, the maladaptive correlates of behavioral disengagement), numerous parental gender differences were found in this study. The coping strategy, "positive reinterpretation and growth" was positively associated with parenting satisfaction and marital satisfaction in the analyses of the father data, and was not associated significantly with any of the outcomes for mothers. Also contrary to the findings for mothers, fathers in the spina bifida group were less (rather than more) likely to report high levels of role restriction than fathers with able-bodied children. Taken together, these findings may suggest that fathers in the spina bifida group who employ cognitive reinterpretation coping strategies may buffer themselves from developing negative attitudes about their parenting role. Also of interest was the finding that fathers (and not mothers) in the spina bifida group were more likely to report psychological symptoms. Such differences underscore the importance of assessing both parents in studies of pediatric populations.
The findings of this study also have several clinical implications. It appears that a sizable minority of mothers and fathers with children who have spina bifida experience adaptational stress, particularly in their role as parents. Pediatric psychologists who work with these families will want to be sensitive to parents' difficulties in this area. Strategies focusing on parents' vulnerability to parental dissatisfaction, social isolation, and role restriction would be particularly useful. It also appears that coping strategies that are problematic in other populations are also problematic for these parents, namely, disengagement and emotion-focused coping. Aiding parents to cognitively reinterpret events in their life and to be more adaptable over time may be beneficial.
This study has a number of limitations, all of which have implications for future research. One limitation was the exclusive reliance on self-report data; there is clearly a need for more fine-grained observational and/or interview strategies to assess the functioning of parents of children with physical disabilities. Moreover, relationship-level measures that assess subsystems (e.g., couples) are needed as are measures which tap spouses' perceptions of each other as parents. As with most studies in pediatric psychology, the small size of the two groups did not permit analyses of demographic differences. Although the age constraints on the sample are beneficial when conducting developmentally oriented longitudinal data analyses, the conclusions of this study may not apply to parents of older or younger children. On the other hand, the quality of pediatric research is enhanced by taking a developmental/longitudinal perspective on child and parent adaptation. In this way, we will be better equipped to understand the gradual unfolding of adaptational processes in families of children and adolescents with physical disabilities.
